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Volume 54, Number 6 Abstracts 1861Aortoduodenal Fistula After Endograft Repair of Abdominal Aortic
Aneurysm Secondary to a Retained Guidewire
A. J. Gonzales, H. Farres, H. E. Garrett, Jr, UT-Memphis, Memphis, Tenn
Introduction: Aortoduodenal fistula is a well known complication of
abdominal aortic aneurysm repair and has been described after endovascular
repair. This report describes a unique complication of aortoduodenal fistula
secondary to duodenal perforation by previously placed embolic material.
Case: A 70 year old male underwent endograft repair of an approximately
7 cm infrarenal aneurysm with a Medtronic endograft in April 2007 at another
institution. A right common iliac aneurysm was also present. Coil embolization
of the internal iliac artery was unsuccessful. Two Amplatzer® (AGA Medical,
Plymouth, Minn) vascular plugs and two J-tipped guidewires, therefore, were
coiled in the right common iliac aneurysm to promote thrombosis of the sac
(Fig1).The common iliac aneurysmwas then excludedby extensionof the stent
graft to the external iliac artery. SurveillanceCT scans demonstratedno evidence
of endoleak until 3 years laterwhen the patient developed distalmigration of the
endograft resulting in a type IA endoleak and contained rupture. This endoleak
was successfully treated with a Cook Renu proximal aortic cuff with suprarenal
fixation. Surveillance CT scan 4 years after the initial repair revealed air in the
aneurysm sac. The retained guidewire appeared to have perforated the duode-
num (Fig 2), although this could not be confirmed by preoperative endoscopy.
A staged axillo-bifemoral graft was placed, followed by removal of the infected
endograft with closure of the duodenum the following day. The patient had an
uneventful recovery and remained asymptomatic six months later.
Discussion: This is the first report of a retained guidewire causing an
aortoduodenal fistula. Intentional off-label use of material to promote
aneurysm sac thrombosis should be avoided.
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Background: Vascular neoplasms are unusual and, as such, pose a
iagnostic and treatment challenge to the vascular surgeon. Epithelioid
emangioendotheliomas (EHE) are soft tissue tumors that typically arise in
he liver, lungs, neck, bones, or spleen, that are composed of epithelioid
ndothelial cells. Intravascular EHEs are exceptionally rare. To date, and to
ur knowledge, there have only been about 35 cases of primary vascular
HE reported in the English literature. Intravascular EHE has been docu-
ented mainly in peripheral vessels, arising more commonly in large veins
han in arteries. Metastases occur in an estimated 30% of patients, most
ommonly extending to regional lymph nodes or spreading to the lungs.
HE has a variable natural history and tumor histology has been of little help
n predicting clinical outcomes.
Case report: A 30-year-old female presented with a two-year history of
ocal pain in her left, medial, upper thigh. Additionally, one year ago she
eveloped cramping in her left calf when walking, and mild swelling in the
eft leg. At that time, she was diagnosed with a chronic DVT of her left
emoral vein at another hospital and treated with 4 months of anticoagula-
ion. All of her symptoms persisted and she eventually referred herself to our
ascular clinic. At presentation, the patient’s main complaint continued to be
er focal thigh pain, which was exacerbated with any contact. She denied any
eight loss, shortness of breath, or other systemic symptoms. The patient
ad no significant past medical or family history, and denied smoking.
hysical examwas significant for tenderness to palpation of the medial thigh,
lightly diminished pedal pulses, and 1 edema of the left leg. No masses
ould be palpated. Duplex ultrasound revealed a focal, chronic occlusion of
he femoral vein in the upper thigh, with an adjacent short-segment obstruc-
ion of the superficial femoral artery. Her ankle-brachial index was 0.82 on
he left and 1.1 on the right. A tumor was suspected, and further diagnostic
maging was required. Magnetic resonance imaging found no evidence of a
ass, and offered no additional information. Given a high suspicion for a
umor, the patient underwent surgical exploration. A 4 cm mass was discov-
red encasing both the femoral vein and superficial femoral artery. A speci-
en was sent for frozen pathology, which was worrisome for metastatic
denocarcinoma. The mass was resected and the artery was repaired with a
hort segment interposition graft. The vein was not reconstructed. Final
issue pathology identified the diagnosis of EHE. Staging imaging studies
evealed pulmonary nodules in all lobes, which were biopsy confirmed as
etastatic EHE. No adjuvant chemotherapy or radiation was offered. The
atient is currently symptom free and is undergoing serial imaging to
onitor for disease progression.
Conclusion: Vascular tumors must be considered in young patients
ith unusual, otherwise unexplained vessel obstruction. Early diagnosis can
e critical to patient outcome.
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